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3232 Elder Street
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May 22, 2007

Ferren Weeks

Yellowstone Group Home #4 Fox Hollow
560 West Sunnyside

Idaho Falls, Idaho 83401

RE:  Yellowstone Group Home #4 Fox Hollow, provider #13G066
Dear Mr. Weeks:

This is to advise you of the findings of the Medicaid/Licensure Fire/Life Safety survey, which
was concluded at Yellowstone Group Home #4 Fox Hollow, on May 8, 2007,

Enclosed 1s a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure
that the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, 1.e., what quality assurance program will be put into place; and,

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.
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Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
June 4, 2007, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208)334-6626.

Sincerely,

77/ o Sor

ERIC MUNDELL
Health Facility Surveyor
Fire/Life Safety & Construction Program

EM/mlw

Enclosures
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STANDARD
PROMPT

Where an automatic sprinkler system is installed,
for either total or partial building coverage, the
system is in accordance with Section 8.7,
33.2.3.5.2 and activaies the fire alarm system in
accordance with 33.2.3.4.1. The adeguacy of the
water supply is documented to the authority
having jurlsdiction.

Exception No. 1. In prompt evacuation facilities,
an automatic sprinkler system in accordance with
NFPA 13D, Standard for the Instaliation of
Sprinkler Systems in One and two Family
Dwellings and Manufactured Homes, is permitted.
Automatic sprinklers are not required in closets
not exceeding 24 sq. ft. and in bathrooms not
exceeding 55 sq. ft., provided that such spaces
are finished with lath and plaster or materials
providing a 15 minute thermal barrier.

Exception No. 2; Not applicable

Exception No. 3. In prompt and slow evacuation IR E @ F W fE @)‘

capability facilities where an automatic sprinkier i
system is in accordance with NFPA 13, Standard H

for the Installation of Sprinkler Systems, Jh 1 L
automatic sprinklers are noi reauired in closets

not exceeding 24 sq. ft and in bathrooms not BUREAL OF FACILITY
exceeding 55 sq. ft,, provided that such spaces STANDARDS

are finished with lath and plaster or material
oroviding a 15 minute thermal barrier.

Exception No. 4: in prompt and slow evacuation
capability facilities up to and including four stories
in height, systems in accordance with NFPA 13R,
Standard for the Instaftation of Sprinkler Systems
in Residential Occupancies up to and Including
Four Stories in Height, are permitted.

LABORATORY DIRECTOR'S OR PROVIDEZSJF’PLIER REPRESENTATIVE'S SIGNATURE o TITLE {X8) DATE

Any deficiency § i F"l th an asterisk (*} denotes a deficiency which the inshtuhor@ay be excused from correcélng prowdmg itis determlned that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for niifsing homes, the findings stated above are disclosable 8¢ days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disciosable 14

days foliowing the date these documents are made available o the facility. f deficiencies are cited, an approved plan of correction is requisite to continued
program participation. .
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Continued From page 1

Exception No, 5: Not applicabie

Exception No. 6; Initiation of the fire alarm system
is not reguired for existing instaliations in
accordance with 33.2.3.5.5.

SLOW

Where an automnatic sprinkier system is instalied,
for either total or partial building coverage, the
system is in accordance with Section 9.7 and
activaies the fire alarm system in accordance with
33.2.3.4.1. The adequacy of the water supply is
documented to the authority having jurisdiction.

Exception No. 1: Not Applicable
Exception No. 2: Not Applicable

Exception No. 3; In prompt and slow evacuation
capability faciliies where an automatic sprinkler
system is in accordance with NFPA 13, Standard
for the Installation of Sprinkier Systems,
automatic sprinkiers are not required in closets
not exceeding 24 sq. ft. and in bathrooms not
exceeding 55 sq. fi., provided that such spaces
are finished with lath and plaster or material
providing a 15 minute thermal barrier.

Exception No. 4: In prompt and slow evacuation
capability faciliies up to and including four stories
in height, systems in accordance with NFPA 13R,
Standard for the installation of Sprinkler Systems
in Residential Occupancies up fo and ncluding
Four Stories in Meight, are permitted.

Exception No. 5: Not Applicable

Exception No. 6: Initiation of the fire alarm system
is not required for existing installations in

K0056
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Continued From page 2
accordance with 33.2.3.5.5.

IMPRACTICAL

Where an automatic sprinkler system is installed,
for either total or partial building coverage, the
system is in accordance with Section 8.7 and
activates the fire alarm system in accordance with
33.2.3.4.1. The adequacy of the water supply is
documented to the authority having jurisdiction.
332352

Exception No. 1: Not Applicable.

Exception No. 2; in slow and impractical
evacuation capability facilities, an automatic
sprinkier system in accordance with NFPA 13D,
Standard for the Installation of Sprinkier Systems
in One and Two Family Dwellings and
Manufactured Homes, with a 30 minute water
supply, is permitied. All habitable areas and
closets are sprinkiered. Automatic sprinkiers are
not required in bathrooms not exceeding 55 sq.
ft., provided that such spaces are finished with
lath and plaster or materials providing a 15
minute thermal barrier.

Exception No. 3; Not Applicable.
Exception No. 4: Not Applicable.

Exception No. 5: In impractical evacuation
capabiiity facilities up o and including four stories
in height, systems in accordance with NFPA 13R,
Standard for the Instaliation of Sprinkler Systems
in Residential Qccupancies up to and Including
Four Stories in Height, are permitted. All
habitable areas and closets are sprinklered.
Automatic sprinkiers are not reguired in
bathrooms not exgeeding 55 sq. ft., provided that
such spaces are finished with lath and plaster or

K00O56
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SUMMARY STATEMENT OF DEFICIENCIES
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PROVIDER'S PLAN OF CORRECTION

(x5)

materials providing a 15 minute thermal barrier,

Exception No. 6: Inifiation of the fire alarm system
is not required for existing installations in
accordance with 33.2.3.5.5.

This Standard is not met as evidenced by,

Based on observation, record review and staff
interview, it was determined the facility automatic
fire sprinkler system had not been maintained as
required. The findings include:

Observation on May 8, 2007 at 11:.00 a.m.,
disclosed that the sprinkler system riser was
tagged to show an annual inspection was last
done 9/19/05. An annual inspection had not been
conducted as required in 2008. Records
reviewed on May 8, 2007 at 9:00 a.m., disclosed
that there was no record of an annual sprinkler
system. Staff stated on May 8, 2007 at 11:15
a.m. that the contractor who provides the annual
fire sprinkler system inspection had informed him
that there had been no maintenance and service
performed on the system in 2006 or 20067,

(X4) ID
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MO00| 16.03.11 inital Comments M 000

The facility is a single story Type V (000)
residential buitding. It is sprinklered in living
spaces and closets with quick response heads.
It has a complete fire alarm/smoke detection
system. Currently the building is licensed for six

ICF-MR beds. f Lans W % }(Jéﬁ

The following deficiency was cited during the

fire/life safety survey on May 8, 2007 (refer fo K A oA
tag K056 on the CMS 2567): ‘% Jor™

The annual fire/life safely survey was conducted
by

Eric Mundeli REHS

Health Facility Surveyor

Facility Fire/Life Safety and Construction
Program

LABORATORY Dt RECTOQ S OR PROV?DERJ’SUPPLIER j?RESENTAT VE'S SIGNATURE (X6) DATE
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Yellowstone Group Home #4 (Fox hollow)
Medicaid/Licensure Fire/Life safety survey dated May 8, 2007.
Plan of Correction

K0056: failure for completion of the facility automatic fire sprinkler system
inspection was a result of the contracted test company having had a change
in their office personnel which affected our scheduled annual inspection.
We have talked to the company to stress the importance of us being in their
system for an annual inspection. They have assured us that we are.

A test on this system was completed the 21* of May 2007 through the test
company. To assure that the tests are completed in the future as scheduled
the facility maintenance person will also schedule it in our preventive
maintenance program. Matt Cordon maintenance supervisor, will be
responsible for the facility’s ongoing compliance as of May 21 2007.

Hghorin, [/ BWRP
/57



